Abstract This article examines three relevant hypotheses on the effect of health worker migration on human development and economic prosperity (at the macro-and microlevels) in Africa. Owing to the lack of relevant data on health human resource (HHR) migration for the continent, the subject matter has remained empirically void over the last decades despite the acute concern about health professional emigration. Using quantile regression, the following findings have been established. (1) The effect of HHR emigration is positive (negative) at low (high) levels of economic growth. (2) HHR emigration improves (mitigates) human development (GDP per capita growth) in low (high) quantiles of the distribution. (3) Specific differences in effects are found in top quantiles of human development and low quantiles of GDP per capita growth where the physician (nurse) emigration elasticities of development are positive (negative) and negative (positive), respectively. As a policy implication, blanket health-worker emigration control policies are unlikely to succeed across countries with different levels of human development and economic prosperity. Hence, the policies should be contingent on the prevailing levels of development and tailored differently across the most and least developed African countries.
Introduction
International migration of labor is an important component of globalization and economic development in many developing and less developed countries (hence LDCs). The number of international migrants residing in a country other than their country of birth has soared more or less linearly over the past 40 years, from an estimated 76 million in 1965 to 188 million in 2005 [34] . International migration represents important challenges for LDCs from which international migrants originate. These (migrants) include millions of highly educated people from countries in which human capital is relatively scarce. This significant flow is also due to relatively low skilled workers whose productivity and wages are far higher abroad than at home.
Despite the acute concern about the health worker crisis in the African continent owing to emigration, lack of relevant data has made the subject matter empirically void over the last decades. There is little information on the available weight of health human resource (HHR) emigration on the development of source countries. Researchers used to ask whether migration has a positive or negative effect on development [34] . Today they are more likely to ask: ''Why does international migration seem to promote economic development in some cases and not others?'' [2, 34] . This question could be paraphrased into the following concerns in light of the dire development needs of the continent. (1) Do existing human development and economic prosperity levels affect the impact of HHR emigration on development? (2) Are blanket common policies relevant irrespective of specific development characteristics? (3) To be effective, should immigration policies be contingent on the prevailing levels of development dynamics and tailored differently across countries with the best and worst development records? This article seeks to address the above concerns in a bid to give policy makers guidance on how health worker emigration shapes development when existing levels of development dynamics matter. Borrowing from Bueno de Mesquita and Gordon [12] , this is particularly relevant given the threats to the millennium development goals (MDGs). Within this framework, the empirical relationship between HHR emigration and development dynamics is less a concern than the obligation or duty of all nations to manage migration flows in a way that does not compromise their legal or normative commitments under human rights treaties (for example, the right to health) or development (notably the MDGs).
In this article, we examine how human and economic prosperity levels of source countries play out in how HHR emigration affects development. In plainer terms, the work explores whether HHR outward migration plays out differently in the least developed African countries in comparison to their most developed counterparts. The choice of the African continent is most relevant given the dire HHR crisis it is facing in the health sector. Whereas medical tourism in Asia and Latin America is seriously deterring HHR emigration (as patients from developed countries move there for more readily and affordable treatments), African health system infrastructures are not solid enough to attract foreign patients. Over the past 2 decades, the African population has substantially increased, with a significant surge in disease burden due to HIV/AIDS and recurrent communicable diseases as well as an increased incidence in noncommunicable diseases. This soaring demand for health services has been met with a rather low supply of health workers. HHR emigration is severely infringing on the African health care system. To put this concern into perspective, Africa has a 25 % share of the global diseases burden, a population share of 13.76 %, but only a 1.3 % share of health services [31] .
The rest of the article is organized as follows: The ''Existing literature'' section examines the related literature. Data and methodology are discussed and outlined respectively in the ''Data and methodology'' section. Empirical analysis and discussion of results are covered in the ''Empirical analysis'' section. The ''Conclusion'' section concludes.
Existing literature
Globalization and cross-border care of patients Globalization is to a substantial extent responsible in various ways for causing the 'push' and 'pull' conditions that have contributed to chronic problems in HHRs. Deteriorating socioeconomic and environmental conditions (partly attributable to liberalization and other forms of global market integration) are pushing health workers away from their countries. Conditions linked to loans or debt relief from international financial institutions might limit governments' ability to pay adequate salaries or provide incentives in a bid to retain health workers. As a result, physicians and nurses are being pushed out, and governments are hard-pressed to implement effective remedies to curb the soaring exodus. The movement of HHRs is asymmetrical and tilted toward developed (rich) countries, with the poorest countries unable to attract replacement workers (professionals). For countries unable to draw in new health workers to replace those who have left for greener pastures, the inevitable effect is reduced healthcare access and service.
Globalization is making it easier for rich countries to attract HHRs. Border barriers in rich countries are being actively lowered for skilled professionals. The principal destination countries of HHRs are five English-speaking OECD countries for the most part: the UK, the US, Canada, Australia and New Zealand. These countries deficient in HHRs are increasingly relying on the immigration of foreign-trained health workers to relieve them in exchange for higher pay, greater opportunities and better working conditions. In addition to these push-and-pull factors are a number of other features linked to globalization that further foster HHR migration, notably the internationalization of professional credentials, citizenship and remittances. Therefore, professional credentials in health and other fields are increasingly recognized across borders, particularly where free trade zones have been established. Professional credentials are now serving as passports ('laissezpasser') and other factors that ease migration (multilingualism, post-colonial ties, common academic curricula, etc.) and mobility (cheaper, faster and easier travel) have contributed to a veritable sense of global belonging (citizenship). The opportunity to accumulate savings and remit portions to family and communities back home is a significant attraction for HHR migration. Hence, remittances represent important private welfare gains and seriously influence the HHR migration decision [31] .
Cross-border importing (exporting) of health workers and exporting (importing) of patients is becoming a real industry and flourishing worldwide. A decade past, the medical tourism industry was hardly on the horizon. A great bulk of literature has emphasized the substantial nature of this industry: in 2002, whereas the number of foreign patients traveling to India for medical care was 150,000, it increased in 2005 to almost half a million [22, 33] ; by 2007, 250,000 patients were visiting Singapore alone on a yearly basis, with half of them from the Middle East [31] , etc. A number of reasons elucidate the boom of this medical industry. Patients confronted with significant waiting lists for medical care or high costs of treatment seek care in other countries where treatment is readily available and/or affordably priced. 1 India is the leading country promoting medical tourism, and it is estimated that tourism of this kind is growing by 20 % per annum [31] . In a declaration by India's National Health Policy, the treatment of foreign patients is legally an ''export'' and ''eligible for all fiscal incentives extended to export income.'' Government and private sector studies in the country estimate that medical tourism could generate as much as between US$1 billion and $2 billion for the country by 2012. The country is also moving into a new dimension of medical outsourcing where subcontractors provide services to overburdened medical care systems in developed countries [28] .
Thailand is also seriously committed to entertaining this industry, with the Thai Consulate General in Canada for example advertising medical tourism in Thailand for Canadians by listing prices in US dollars for various surgeries on its website. According to Packer et al. [31] , 600,000 foreign patients in 2005 sought treatment in Thailand. This figure was expected to grow by 66 % toward the end of 2006, and projections (by the country's ambitious national health plan of action) hold that the country will become an excellent medical hub by 2020 with an estimated number of foreign patients increasing to 10 million that year. This ambitious plan also engenders negative consequences for Thai citizens as the Ministry of Health is noting a substantial shift in HHRs (to the private sector) from the public sector on which about 90 % of the Thai population depends. Though steps to mitigate the within-country HHR migration are yet unclear, it is nonetheless anticipated that fewer health workers will seek to leave the country to work abroad.
Whereas some analysts are of the opinion that this crossborder treatment of patients could be an answer to unethical waiting lists for patients and structural (temporal) shortages in domestic HHRs [35] , critics of cross-border care point to a number of major flaws. First, patients receiving treatment abroad may be awarded lower quality care, therefore putting their health at risk. Patients may also be treated by foreign HHRs in a language they do not understand. Second, crossborder health care discriminates in favor of rich patients (able to pay for the services), therefore rendering access to health-care increasingly unequal. Third, in countries with insufficient HHRs, promoting medical tourism discriminates in favor of wealthy foreigners. Finally, income accruing from health tourism typically (but not always) enters into the coffers of private clinics, implying the revenues end up in private pockets (accounts) and are not reinvested in the public health system.
A stance in favor of or against cross-border care is not very clear cut as there are shifting costs and benefits to the countries involved. The cross-border health care supply is for the most part organized as a private system (with private providers, private insurance or co-payments and private facilities) and rewards only those who can afford it. However, from a heath equity basis public systems allow access to services (though they may be imperfect on the basis of need rather than ability to pay) with costs being met through crosssubsidization. Borrowing from Packer et al. [31] , policy measures governments are facing are whether to value equity in health-care access or simply to augment aggregate access without regard to who benefits. Thus, for effective management with insurance of equitable access and HHR flows, the prevailing system in the European Union (EU) could be suitable for a global model. Nonetheless, a large number of countries must agree to some form of supranational regulatory framework for such flows based on equity in health service access. In the meantime, the inevitable cross-border care as a backup to domestic health-care systems will continue [32] , with insurance companies in particular increasingly gauging out-of-country treatments as a low-cost alternative (solution).
Health human resource crisis in Africa HHR migration is severely deteriorating the African health-care system. Physicians and nurses based in rural and poor areas move to cities for better working conditions and environments. Urban-based physicians and nurses migrate from the critically under-funded and under-equipped public sector to the private sector [20] . In addition, these professionals and their colleagues in the public sector leave to work in more developed countries in order to obtain greater pay, better working conditions, improved quality of life and better opportunities for their families.
Borrowing from Dovlo [16] , the need for medical professionals is arguably most felt in sub-Saharan Africa (SSA). Still a significant number of African-trained health workers are migrating to developed countries to work on a yearly basis. Mullan [29] established that 6 of the 20 countries with the highest physician emigration factors (arrived at by measuring the loss of physicians from countries as a proportion of the physicians left to offer their services in health care) are in SSA. It is estimated that more or less 11,000 SSAfrican-trained health workers are licensed and practicing in the UK, US and Canada alone [21] . In Africa the public health sector is arguably the most seriously affected by inadequate HHRs, and it is this sector 1 According to Packer et al. [31] , in one study, the waiting time for a heart bypass in the UK could last up to 6 months and cost the NHS between 15,000 and 19,000 pounds, whereas a large pool of wellqualified doctors in India will readily perform the surgery at a cost of 4,800 pounds. For clinics and hospitals in developing countries receiving these patients, their treatment brings in important revenue and desirable foreign exchange.
The impact of health worker migration 189 that serves a great chunk of the population. The greatest burden of disease globally is endured by the poorer strata in African countries, which constitute a great proportion of the population. 2 These health professionals leave behind severely crippled health systems in a region where life expectancy is only in the neighborhood of 50 years. On the continent, 16 % of children die before their fifth birthday, and the HIV/AIDS crisis continues to gain ground. The population of SSA is around 660 million with a ratio of fewer than 13 physicians per 100,000 [31] . Under-staffing leads to stress and increased workload [17] and poses a significant threat to the Millennium Development Goals [12] . A great bulk of the remaining health professionals is poorly motivated, not only because of their workload and poor pay, but also because of poor equipment and limited career opportunities. These conditions in turn lead to a downward spiral in which workers migrate, further crippling the system and placing greater strain on the remaining workers who also start entertaining ambitions of quitting poor working conditions [17] . Eventually, this cycle leads to a catastrophic crisis in HHRs.
The article's contribution to the literature is threefold. (1) Despite the abundant theoretical literature on the subject matter, lack of relevant data on health professional migration has rendered it empirically void over the last decades. Therefore, we complement the existing theoretical literature by providing some empirical dimension to the migration-development nexus of the African health sector. (2) Assessing the impact of HHR emigration from a plethora of development dynamics (economic and human prosperity) could be crucial in understanding some trends in the MDGs. (3) Examining the impact of HHR migration throughout the conditional distributions of development dynamics elucidates the three main hypotheses highlighted in the introduction of this article. 3 
Data and methodology

Data
We examine a sample of 24 countries with data from the African Development Indicators (ADI) of the World Bank (WB) and Clemens and Pettersson's [15] new database on HHR migration in Africa. 4 The data structure is crosssectional for the year 2000 because HHR emigration data are only available for this year. Development dependent variables include: the Inequality-adjusted Human Development Index (IHDI), economic prosperity (GDP growth) and per capita economic prosperity (GDP per capita growth). 5 Independent variables of interest are the physician and nurse emigration rates. Control variables include: economic considerations (inflation, population growth and foreign-aid), globalization (trade openness and financial liberalization), political considerations (level of democracy) and the quality of government (government effectiveness). It has been substantially documented that development (both in human and economic terms) depends on the existing economic atmosphere, globalization, the quality of government and the state of democratic institutions [9, 11, 18, 26] . Summary statistics (''Appendix 1''), correlation analysis with presentation of countries (''Appendix 2'') and variable definitions (''Appendix 3'') are presented in the appendices.
Methodology
To determine if existing development levels matter in how HHR emigration affects development dynamics (human and economic), we borrow from Billger and Goel [10] and recent African development literature by using quantile regression [3] [4] [5] . This technique enables us to investigate whether the relationship between development dynamics and the exogenous emigration variables differ throughout the distribution of the dependent variable [25] . Some studies on the migrationdevelopment nexus based on ordinary least squares (OLS) estimation report parameter estimates at the conditional mean of the development indicator. While mean effects are certainly important, this study expands such findings by using quantile regression (QR). In addition, one of the underlying assumptions of OLS regression is that the error term and the dependent variable are normally distributed. However QR does not require a normally distributed error term. Thus, based on this technique, we are able to carefully assess how HHR 2 Refer to Figure 2 , page 18, of [31] . Africa has 25 % of the global disease burden with a share in the population of 13.76 %, but has only a 1.3 % share of health workers. 3 (1) Do existing human development and economic prosperity levels matter in the impact of HHR emigration on development? (2) Are blanket common policies relevant irrespective of specific development characteristics? (3) To be effective, should immigration policies be contingent on the prevailing levels of development dynamics and tailored differently across countries with the best and worst development records? 4 The data are collected from census offices of destination countries of African physicians and professional nurses working abroad, that is, those that practice abroad. Health professionals that emigrated from Africa but did not practice abroad are not considered. 5 We believe presenting both cases of GDP growth is relevant on two counts. (1) The effect of physician emigration (exogenous variable of interest) in the analysis may be different across GDP growth and GDP per capita growth distributions. (2) We expect the elasticities of the control variables to be similar; hence using both measures is a means of robustness check. migration affects development throughout the conditional distribution with particular emphasis on the least and most developed African countries. QR yields parameters estimated at multiple points in the conditional distribution of the dependent variable [24] and has gained attention in recent development literature [3-5, 10, 30] .
The hth quantile estimator of the dependent variable is obtained by solving for the following optimization problem.
where h [ (0,1). Contrary to OLS, which is based on minimizing the sum of squared residuals, with QR we minimize the weighted sum of absolute deviations, for instance, the 75th or 90th quantiles (with h = 0.75 or 0.90 respectively) by approximately weighing the residuals. The conditional quantile of y i given as x i is:
where unique slope parameters are estimated for each hth quantile of interest. This formulation is analogous to Eðy=xÞ ¼ x 0 i b in the OLS slope, although the parameters are estimated only at the mean of the conditional distribution of the dependent variable. For the model in Eq. (2), the dependent variable y i is a development dynamic (human development and economic prosperity at macroand micro-levels), while x i contains a constant term, HHR emigration rate (physicians or nurses), foreign direct investment, trade, democracy, inflation, development assistance, population growth and government effectiveness. The quantile estimation technique is more robust than the OLS approach in the presence of outliers when the distribution of the dependent variable is a highly nonnormal pattern [3, 30] . 6 We also report estimates for least absolute deviations (LAD), which should correspond to those of the 0.5th quantile.
Empirical analysis
Summary of results
The results presented in Tables 2 and 3 include OLS, LAD and QR estimates. OLS estimates provide a baseline of mean effects, and we compare these to estimates of LAD and separate quantiles in the conditional distributions of HHR emigration. The results of Tables 2, 3 and 4 are  summarized in Table 1 below, which focuses on top and bottom quantiles of HHR emigration elasticities of development dynamics. Hence, we report the incidence of HHR outward migration on development with particular emphasis on the least and most developed African countries. While panel A summarizes the effect of physician emigration on existing development levels, panel B synthesizes the impact of nurse emigration on prevailing development thresholds. From a horizontal comparative standpoint, the following conclusions could be established.
(1) While physician emigration leads to human development and decreases GDP per capita growth, its effect on overall economic growth is contingent on existing levels of economic prosperity, with a positive (negative) effect in low (high) growth countries. (2) Nurse emigration exerts a positive (negative) effect on development dynamics only when existing development levels are low (high). Looking at the emigration elasticities of development from a vertical prism, the following conclusions could be drawn. (1) The effect of HHR emigration is positive (negative) at low (high) levels of economic growth. (2) HHR emigration improves (mitigates) human development (GDP per capita growth) when existing levels of development are low (high). (3) Differences in effects are found in top quantiles of human development and low quantiles of GDP per capita growth where the physician (nurse) emigration elasticities of development are positive (negative) and negative (positive) respectively.
Most control variables are significant with the right signs. Thus, the following complementary findings have been established. (1) Stable and slow population growth significantly improves economic prosperity [6] . The population growth rate of 2.6 % in the mean (see ''Appendix 1'') provides summary justification of this explanation. 7 (2) Development assistance is perilous to human development 6 There are other justifications for the use of quantile regression. (1) It is rare to find normal distributions of variables in the real world, so the use of quantile regression merely provides a different algorithm for estimating the conditional mean. It should be kept in mind that, if the distribution of y for a fixed x is symmetric, then the conditional mean and the conditional median are the same thing. (2) Upper and lower quantiles could have significant policy implications. In other words, existing levels of development may respond differently to health worker migration, implying blanket immigration control policies may not be effective unless they are contingent on existing levels of development and tailored differently across the least and most developed countries. (3) The inherent variability in the data is worth studying, too. 7 See Fernández-Villaverde [19] for a broad explanation. ''This paper studies the relationship between population dynamics and economic growth. Prior to the Industrial Revolution increases in total output were roughly matched by increases in population. In contrast, during the last 150 years, increments in per capita income have coexisted with slow population growth. Why are income and population growth no longer positively correlated? This paper presents a new answer, based on the role of capital-specific technological change, that provides a unifying account of lower population growth and sustained economic growth'' (p.1).
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and macro-economic prosperity [7] and could be more or less positive to GDP per capita growth depending on the effectiveness of donor agencies or international organizations in their targeted micro-interest [14] . ( broadly improve human development [7, 23] and deteriorate economic prosperity in low income (growth) countries [2] . (6) Inflation decreases (increases) economic prosperity in low (high) quantiles of growth distributions, at microand macro-levels. Low and stable inflation is conducive for economic growth. Also, while low inflation may mitigate The impact of health worker migration 193 inequality [13, 27] , high inflation has been documented to have a negative income redistributive effect [1] in recent African inequality literature [8] . The average inflation rate around the region of 8 % with a corresponding standard deviation (inflation uncertainty or risk) of about 9 % (see ''Appendix 1'') supports this explanation. Dependent variable is the GDP per capita growth rate
Lower quantiles (e.g., Q 0.10) signify nations where GDP per capita growth is least Bold refers to significant estimates and their corresponding p-values OLS ordinary least squares, LAD least absolute deviations, Invt investment, Gov't government *, **, *** Significance levels of 10, 5 and 1 %, respectively
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Robustness checks
As of now, two types of robustness checks have been performed: (1) the use of LAD specifications to check the consistency of 0.5th quantile estimates and (2) the employment of economic prosperity at macro and per capita income levels. Regarding the former, although not in the significance but in the magnitude of estimated values, the estimates in LAD are consistent with those of the 0.5th quantile across the distributions and specifications. With respect to the latter, except for a slight difference in the impact of physician emigration, GDP growth estimations are robust to those of GDP per capita growth. 8 For further robustness checks, we examine the consistency of the findings by assessing the effects of nurse and physician emigration in the same equation. Corresponding results are presented in Table 5 above and summarized in panel C of Table 1 . Accordingly, these new findings are consistent with those in Tables 2, 3 and 4.
Discussion and policy implications
Before delving into the discussion, it is imperative to outline the intuition motivating this article. Despite the acute concern about HHR emigration from the African continent, lack of relevant data has made the subject matter empirically void over the last decades. Hence, there is little information on the weight HHR emigration might exert on the development of source countries. Researchers used to ask if HHR emigration has a positive or negative effect on development [34] . Today, they are more likely to ask the following questions. (1) At what development thresholds does HHR emigration have positive or negative effects on development dynamics? (2) Do existing development levels (human and economic) affect the impact of HHR emigration on development dynamics? (3) To be effective, should immigration policies be commonly a blanket (irrespective of development characteristics) or contingent on the prevailing levels of development dynamics and tailored differently across countries with the best and worst development records? We have examined these concerns in a bid to give policy makers guidance on the hypotheses. The relevance of this analysis is particularly substantial given the apparent threats to the MDGs [12] . In addition, it is the obligation or duty of all nations to manage migrant flows in a way that does not compromise their legal or normative commitments under human rights treaties (e.g., right to health) and development (notably the MDGs).
As we have observed from horizontal comparative analysis, while physician emigration leads to human development and decreases GDP per capita growth, its effect on overall economic growth is contingent on the existing level of economic prosperity with a positive (negative) effect for low (high) growth countries. Given the negative (positive) incidence of physician emigration on GDP per capita (human Our findings have also shown, from a horizontal comparative standpoint, that nurse emigration exerts a positive (negative) effect on development dynamics only when existing development levels are low (high). Thus, there is evidence of a decreasing magnitude in the positive impact of nurse emigration across the development distributions. It follows that the development gains of nurse outward migration (remittances for the most part) decrease with the level of economic prosperity and human development. This implies that wealthier African nations should suffer while their poor counterparts gain with the unfolding of the phenomenon. A possible explanation to this finding could be that the benefits in remittances contingent on nurse emigration could be greater than the domestic gains in nurse services when economic prosperity and human development are low. However, as the nation develops, the domestic need for nurses outweighs the economic and human development appeals of remittances resulting from their (nurses) emigration. Hence, sampled countries stand to benefit less from nurse emigration as they develop. This interpretation is consistent only with the economic prosperity dimension of development dynamics. Now observing the emigration elasticities of development from a vertical prism, we have established three main findings. (1) The effect of HHR emigration is positive (negative) at low (high) levels of economic growth. The analytical elucidation of this finding has already been covered in the preceding paragraph. (2) HHR emigration improves (mitigates) human development (GDP per capita growth) when existing levels of development are low (high). This interpretation is also consistent with the elucidation in the above paragraph. (3) Differences in effects are found in top quantiles of human development and low quantiles of GDP per capita growth where the physician (nurse) emigration elasticities of development are positive (negative) and negative (positive) respectively. What do these differences imply? It follows that nurses are more useful domestically for human development when existing human development levels are high than physicians, implying physician emigration will improve the HDI while nurse emigration will decrease it. However, when existing GDP per capita income growth levels are low, physician emigration is detrimental to GDP per capita growth, whereas nurse emigration has the opposite effect.
As a policy implication, blanket health-worker emigration control policies are unlikely to succeed across countries with different levels of human development and economic prosperity. Hence, the policies should be contingent on the prevailing levels of development and tailored differently across the most and least developed African countries. HHR emigration could be beneficial in certain development circumstances. Also, the benefits of physicians differ substantially from those of nurses in certain development thresholds. Hence, it is necessary to distinguish these HHR categories in policy making.
Conclusion
Owing to the lack of relevant data on health worker migration for Africa, the subject matter has remained empirically void over the last decades despite the acute concern about health professional emigration in the continent. Researchers used to ask whether migration has a positive or negative effect on development [34] . In this article we have assessed three main questions researchers might ask today. (1) Do existing human development and economic prosperity levels matter in the impact of HHR emigration on development? (2) Are blanket common policies relevant irrespective of specific development characteristics? (3) To be effective, should immigration policies be contingent on the prevailing levels of development dynamics and tailored differently across countries with the best and worst development records?
From a horizontal comparative standpoint, the following findings have been established. (1) While physician emigration leads to human development and decreases GDP per capita growth, its effect on overall economic growth is contingent on existing levels of economic prosperity, with a positive (negative) effect in low (high) growth countries. (2) Nurse emigration exerts a positive (negative) effect on development dynamics only when existing development levels are low (high). Looking at the emigration elasticities of development from a vertical prism, the following conclusions could be drawn. (1) The effect of HHR emigration is positive (negative) at low (high) levels of economic growth. (2) HHR emigration improves (mitigates) human development (GDP per capita growth) when existing levels of are low (high). (3) Differences in effects are found in top quantiles of human development and low quantiles of GDP per capita growth where the physician (nurse) emigration elasticities of development are positive (negative) and negative (positive) respectively.
As a policy implication, blanket health-worker emigration control policies are unlikely to succeed across countries with different levels of human development and economic prosperity. Hence, the policies should be contingent on the prevailing levels of development and tailored differently across the most and least developed countries.
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Appendix 1
See Table 6 .
Appendix 2
See Table 7 . IHDI Inequality-adjusted Human Development Index, GDPg gross domestic product growth rate. GDPpcg GDP per capita growth rate, FDI foreign direct investment, GE government effectiveness, Popg population growth rate, NODA net official development assistance
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